INTRODUCTION {#sec1-1}
============

Alopecia areata (AA) is an autoimmune disease of universal distribution\[[@ref1][@ref2]\] and the most frequent cause of inflammation-induced hair loss.\[[@ref3]\] It occurs in virtually any hair-bearing area, including eyebrows and eyelashes, but is more common in the scalp.\[[@ref4]\] The most severe forms include a complete absence of terminal scalp hair (alopecia totalis) and a total loss of terminal scalp and body hair (alopecia universalis).\[[@ref5]\]

The disease affects patients relatively young, mostly before the 40s, and has a rapid onset and an unpredictable course.\[[@ref2][@ref3]\]

AA is associated with risk of vitiligo, lupus erythematosus, psoriasis, atopic dermatitis, thyroid disease, and allergic rhinitis;\[[@ref6]\] but generally do not interfere with physical health. It is typically seen by medical staff as a benign, not life-threatening cosmetic disease. Also, the psychological impact of alopecia and the vulnerability of patients are often not recognized.\[[@ref7]\] AA is a very difficult disease to treat; curative therapy does not exist and there is a lack of well-conducted long-term, controlled trials.\[[@ref3][@ref8][@ref9]\]

Terminal scalp hairs, along with eyebrows and eyelashes, are very important features of human identity.\[[@ref10]\] Humans have been using a wide range of time-consuming procedures to change the appearance of their hair since old times.\[[@ref11][@ref12][@ref13]\]

Some studies have showed an impairment of quality of life (QL) in AA patients particular in the psychological, emotional, and social aspects of life.\[[@ref14][@ref15][@ref16]\] There are no studies in the Brazilian population that assess QL in AA patients. The present study evaluated QL in AA patients attending a University Hospital in Rio de Janeiro, Brazil using the the Medical Outcomes Study (MOS) 36-item Short-form Health Survey (SF-36). To better figure out the level of QL in the AA group, we also compared the most affected SF-36 dimensions with two different AA QL studies that utilized the same measuring instrument but concerning different cultures: Turkish and French AA patients.

MATERIALS AND METHODS {#sec1-2}
=====================

Study population {#sec2-1}
----------------

This case-control study was performed in the Alopecia Clinic at Clementino Fraga Filho University Hospital, Rio de Janeiro, Brazil between January 2011 and October 2012 and included 37 AA patients and 49 controls.

The inclusion criteria for AA patients were: Diagnosis of AA as performed by a dermatologist, age ≥18 years, and no cognitive impairments. The exclusion criteria were: (1) Diagnosis of AA diffuse/incognita and (2) other active and/or noncontrolled diseases.

The control group was composed by volunteer blood donors at the same hospital. Inclusion criteria for the control group were: Age ≥18 years and no cognitive impairments. The exclusion criteria were: (1) Other active and/or noncontrolled diseases.

The study was approved by the hospital ethics committee and all subjects signed the informed consent.

Study procedures {#sec2-2}
----------------

Variables such as age, sex, marital status, educational level, employment situation, monthly income, and comorbidities were collected for both AA patients and control groups.

AA severity of hair loss (percentage of the scalp surface covered by the sum of all alopecic areas) was evaluated and AA patients were classified into six groups: S0 (*N* = 4), no hair loss; S1 (*N* = 14), \<25% hair loss; S2 (*N* = 5), 25-49% hair loss; S3 (*N* = 1), 50-74% hair loss; S4 (*N* = 3), 75-99% hair loss; and S5 (*N* = 10), 100% hair loss.\[[@ref17]\] Among four S0 AA patients, two were males with patches of alopecia in beard and two were females who had been with AA for more than 5 years and were experiencing remission for the first time.

SF-36 {#sec2-3}
-----

The SF-36 is a multi-item scale designed to measure health-related QL. This generic instrument was constructed for use in the MOS.\[[@ref18]\] It is composed of eight health dimensions or subscales: (1) Physical functioning (PF)-assesses limitations in physical activities including bathing or dressing because of health problems; (2) role physical (RP)-limitations with work or other daily activities as a result of physical health; (3) bodily pain (BP)-assessment of severity of pain and its effects in work; (4) general health (GH)-evaluates the individual\'s self-perception; (5) vitality (V)-level of energy and fatigue; (6) social functioning (SF)-limitations in social activities due to physical or emotional problems; (7) role emotional (RE)-limitations with work or other daily activities as a result emotional problems; and (8) mental health (MH)- psychological well-being, emotional distress, sadness, and happiness.

The eight subscales are hypothesized to form two distinct summary measures: The physical health component and the mental health component. Three subscales (physical functioning, role physical, and bodily pain) correlate most highly with the physical health component; whereas, social functioning, role emotional, and mental health subscales correlate mostly with the mental health component. Although general health, vitality, and social functioning have correlations with both components; vitality and social functioning still correlate more with the mental health component.

The mental health subscale contributes the most to the scoring of the mental health component and has been shown to be useful in screening for psychiatric disorders.\[[@ref19]\]

This instrument is suitable for self-administration, computerized administration, or administration by a trained person or by telephone, to persons of 14 years of age and older. Each subscale\'s score varies in the range of 0 (lowest level of QL) to 100 (highest level of QL).\[[@ref19]\] It was judged to be the most widely evaluated generic patient-assessed health outcome measure and can be used to compare different diseases and populations. It was adapted and translated for Brazilian Portuguese in 1999 by Ciconelli *et al*.\[[@ref20]\] Both AA and control groups were interviewed by the same trained person.

Statistical analysis {#sec2-4}
--------------------

Parametric and nonparametric tests (Chi-square, Kolmogorov--Smirnov, and *t*-test) were used to compare the groups.

The Mann-Whitney nonparametric test for two independent samples was used to compare SF-36 scores of AA patients and controls.

XLSTAT-PRO (win-upgrade) version 10 from ADDINSOFT was used for data analysis. *P* \< 0.05 was considered to be statistically significant.

RESULTS {#sec1-3}
=======

The 37 AA patients (23 females and 14 males) had a mean age of 35.89 ± 11.59 and the control group (23 females; 26 males), a mean age of 34.63 ± 12.49.

There were no statistical differences between AA group and the control group in relation to sex, age, marital status, education, employment situation, and monthly income.

The AA group presented with a higher prevalence of comorbidities in relation to the control groups (*P* = 0.0015). All comorbidities were under control and/or not active.

The distribution of comorbidities between the groups is summarized in [Table 1](#T1){ref-type="table"}.

###### 

Distribution of comorbidities between the groups
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We found that, in the AA group, vitality, mental health, role emotional, and social functioning were the most affected subscales; whereas, bodily pain, general health, role physical, and physical functioning the least ones. Three subscales, social functioning (*P* = 0.001), role emotional (*P* = 0,019), and mental health (*P* = 0,000) displayed statistically significant difference in relation to the control group. These three subscales scored higher in the control group suggesting a better QL in these dimensions. The vitality subscale reached a *P* value very close to the significant level (*P* = 0.051) showing a trend for statistical significance. On the contrary, none of the subscales that correlate mostly with the physical component displayed differences between the two groups, showing that the groups did not differ in these dimensions. These results are summarized in [Table 2](#T2){ref-type="table"}.

###### 

Mean±SD of SF-36 subscales scores for AA patients and control group
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In the AA group, mental health subscale\'s score was not influenced by sex (*P* = 0.139), age (*P* = 0.603), and severity of alopecia (*P* = 0.130).

We examined our results in relation to two different AA QL studies that also used the SF-36.\[[@ref14][@ref16]\]

Our results showed that: (1) On the dimension role emotional, QL is impaired in our AA patients at the same level as in the Turkish and French studies; (2) on the dimension social functioning, our results donot differ from that of the Turkish study, suggesting that QL related to this specific dimension is equally impaired on both settings. Social life in French AA patients seems to be more affected; however, (3) vitality and mental health dimensions were significantly more affected in French and Turkish patients than in ours.

The comparison between our results and the Turkish and French studies results are shown in [Table 3](#T3){ref-type="table"}.

###### 

Quality of life indicative comparisons between AA patients from three different cultures
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DISCUSSION {#sec1-4}
==========

This is the first case-control study that evaluated QL in Brazilian AA patients.

QL is a rather new concept\[[@ref21]\] and its assessment has recently gained importance in chronic non-life-threatening diseases such as skin diseases.\[[@ref22]\] QL assessments help, in clinical practice, clinicians to make judgments about which aspects of daily life are most affected by the disease. This knowledge is beneficial in patient management.\[[@ref23]\] The perception of patients about their diseases and consequences in life may differ from their healthcare providers as what constitutes QL is a personal and individual question. Therefore QL should, preferably, be measured by the patient.\[[@ref24]\]

Our findings found that impairment in QL in AA patients occurredonly in the mental component of health; affecting patient\'s psychological, emotional, and social aspects of life.

Two other studies with AA patients using the generic instrument SF-36 also demonstrated impairment in QL.

Gulec *et al*., 2004, in a case-control study, found that vitality, mental health, and role emotional were the most altered dimensions in AA group. Physical functioning and role physical, on the contrary, displayed the highest scores. Vitality and mental health scored significantly higher in the control group. Role emotional did not differ from the control group. Surprisingly, social functioning was better in the patient group than in the controls. The authors attributed this finding to the fact that the control group was made up of staff from a very busy hospital with busy schedule and not much spare time for social activities.

A more recent study with French AA patients found mental health, vitality, and socialfunctioning to be the most affected dimensions. Again, the least affected dimensions were physical functioning, role physical, and bodily pain. Compared to general population, French age- and sex-matched controls, AA patients reported significantly worst QL in all dimensions of SF-36 except physical functioning and bodily pain.

As we compared our results with theirs, we found that despite the scores of vitality, mental health, role emotional, and social functioning subscales have varied significantly among different culturally background patients, QL impairment was found in all three studies. It is reasonable to suppose that these findings are not linked to a specific culture. AA seems to greatly affect patients worldwide. It is note worthy to mention about patients with AA who havegiven their testimony about difficulties in living with this disease as well as dermatology nurses who agreed about the devastating impact this disease may have on some patients\' lives. Nurses also agreed about the role of patients support groups as places where patients can learn how to share with one another and to be part of a group that nurtures and heals them.\[[@ref25][@ref26][@ref27]\]

The limitations of the study are the small number of patients and the sample selected from an Alopecia Clinic of a University Hospital. Patients attending an Alopecia Clinic are more likely to be affected by their disease as long as they are seeking for professional help. Our findings may not be representative of the general population of those with AA.

CONCLUSION {#sec1-5}
==========

This study underscores the necessity of encouraging research on the psychological aspects of AA in order to better manage this disease. Healthcare providers should listen and support such patients. It would be very interesting to deepen the understanding about which factors influence AA patients QL in order to promote effective interventions in improving patients\' well-being. Although AA is a "non-life-threating cosmetic disease", patients may be suffering a great deal from it.
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